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Abstract
Primary care physicians (PCPs) are vital to the healthcare of our nation and serve as a
critical point of entry into the healthcare system. PCPs must successfully balance
competing demands; however, balancing all of these demands can lead PCPs to
experience symptoms of burnout. Physician burnout is a serious problem among
physicians and can have a significant impact on the medical community. Burnout
threatens not only the health of physicians, but also the healthcare received by patients.
Due to the profound effects that burnout can potentially have on physicians and on the
care that they deliver to their patients, it is critical to understand the factors that may
differentiate physicians experiencing varying levels of burnout. In order examine
burnout in the PCP community, a cross-sectional survey was conducted which analyzed
the relationship between varying levels of burnout (low, medium, high) and perceived
social support, coping mechanisms, and wellness habits. Participants in the study
voluntarily completed self-report questionnaires and a number of demographic questions.
After analyzing the data, the results revealed that the male PCPs in this study scored
significantly higher on the personal accomplishment domain, compared with their female
PCP counterparts. The findings also revealed that PCPs who reported experiencing high
levels of burnout also reported engaging in fewer positive health habits and those PCPs
who reported higher perceived level of social support also reported engaging in more
healthy behaviors. Finding a link between health habits, burnout, and perceived social
support is a step toward having a better overall understanding of the complexness of
burnout in the PCP community.
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Chapter 1
Statement of the Problem
Primary care physicians (PCPs), who are vital to the healthcare of our nation,
serve as a critical point of entry into the healthcare system. PCPs see an average of 19
patients per day, which amounts to seeing 3,990 patients per year if PCPs work only 210
days (Merritt Hawkins, 2014). Thus, when patients are symptomatic, the PCP is most
often the first person sought out for assistance.
During a typical day in the office, PCPs must successfully balance competing
demands. These stressful demands include the need to handle emergent versus nonemergent problems; treat large volumes of patients with differentiated as well as
undifferentiated problems; confront frequently overwhelming, limited time constraints;
diagnose and treat a large variety of potentially acute versus chronic conditions; handle
stressors; manage demands, including difficult patients, and deal with the ever-changing
business aspects of clinical practice. PCPs report working an average of 52 hours per
week and of that time, 11.3 hours are devoted to non-clinical paper work (Merritt
Hawkins, 2014). Because of the stressful demands that PCPs experience, 35% report
feeling overextended and overworked (Merritt Hawkins, 2014).
Difficulties in coping with these stressors have the potential to undermine the
health and well-being of physicians. Many physicians do not have physicians of their
own and generally treat themselves when they are ill (Feller & Hatch, 2004). In addition,
physicians are much more likely to work when they are ill, which would suggest that
physicians may not be able to recover properly from their illnesses due to the high
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demands of their jobs (Feller & Hatch, 2004). The health of physicians is of vital
importance not only for physicians’ personal health, but also for the health and care of
their patients. Physician wellness is directly tied to the delivery of care provided to
patients; for example, physicians’ poor health has been tied to a number of medical errors
(Wallace, Lemaire, & Ghali, 2009). As a result, the stressful demands that PCPs
encounter, affect not only their physical health and the care of patients, but can also affect
a PCP’s overall well-being.
When physicians are overwhelmed with unrelenting demands, they can
experience a great deal of stress. In fact, 42.5% of family physicians reported
experiencing high levels of stress (Lee, Stewart, & Brown, 2008). Unfortunately, high
levels of stress and unrelenting demands that physicians frequently endure can often lead
to symptoms of burnout (Houkes, Winants, Twellaar, & Verdonk, 2011). In a study
conducted on a sample of general practitioners, 20% endorsed symptoms of burnout
(Houkes et al., 2011).
According to Dyrbye et al., (2008), approximately 50% of US medical students
reported experiencing burnout symptoms and of those students, approximately 11%
reported experiencing suicidal ideations (Dyrbye et al., 2008). If medical students are
experiencing symptoms of burnout, even before becoming physicians, it would suggest
that they may be at risk for burnout during training, which could make them even more
susceptible to burnout after they become practicing physicians.
Burnout consists of three major domains: personal accomplishment,
depersonalization, and emotional exhaustion (Jennings, 2009). High levels of personal
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accomplishment, along with low levels of depersonalization and emotional exhaustion
can be fundamental in providing individuals with a sense of pride and meaning in their
lives. As a result, when personal accomplishment is weakened and emotional exhaustion
and depersonalization are strengthened, individuals may experience symptoms of
burnout. Gundersen (2001) found that the symptoms of physician burnout consist of
irritability, exhaustion, inability to concentrate, fatigue, insomnia, depression, anxiety,
and a possible increase in substance use. These symptoms can potentially have a
profound effect on physicians because approximately 8-12% of physicians develop a
substance-related disorder as a result of burnout (Gundersen, 2001). It is believed that
male physicians generally experience higher levels of depersonalization, whereas female
physicians experience higher levels of emotional exhaustion, which uniquely fuel the
symptoms of burnout across genders (Houkes et al., 2011).
Burnout can have an impact on the medical community. Lyndon (2014) found
that approximately 300-400 residents commit suicide each year (Lyndon, 2014).
Therefore, it is extremely important to understand burnout and those factors that
distinguish physicians who vary in levels of burnout. Understanding these differences
may help to identify physicians who are at risk for burnout and identify potential
treatment interventions to reduce burnout in the physician population. Research has
found that when physicians were able to utilize strategies to deal with their stress, their
burnout symptoms were greatly reduced, which suggests that physicians are interested in
learning about ways to reduce their levels of burnout (Lee et al., 2008). It was also found
that when PCPs attended continuing medical education (CME) symposiums concerned
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with topics on the effects of job satisfaction, burnout and job stress, their levels of job
satisfaction increased and job stress decreased (Kushnir, Cohen, & Kitai, 2000).
In sum, physician burnout is a serious problem among physicians, and it is a
problem with critical implications. Burnout threatens not only the health of physicians
but also the healthcare received by patients. Understanding and preventing burnout is a
priority in protecting the health and wellness of the primary care workforce in this
country.
Purpose of the Study
Due to the profound effects that burnout can potentially have on physicians and
on the care that they deliver to their patients, it is critical to understand the factors that
may differentiate physicians experiencing varying levels of burnout. Physicians who
display either low, medium or high levels of emotional exhaustion, depersonalization,
and personal accomplishment (Maslach, & Jackson, 1981) may demonstrate differences
in behaviors related to maintaining physical well-being, the levels of available
interpersonal support they receive, and their use of coping mechanisms for promoting
self-care. The ways in which these three groups may differ have important implications
for preventing and addressing burnout in PCPs. The findings may potentially identify
and pinpoint important targets for intervention that have the advantage of reducing
burnout in this population.
The purpose of this study, then, is to investigate how PCPs, who vary in levels of
emotional exhaustion, depersonalization, and personal accomplishment (low, medium, or
high), as measured by the Maslach Burnout Inventory (Maslach, Jackson, & Leiter,
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1996), differ in the following: adherence to promoting their own well-being (as measured
by the Health Adherence Behavior Inventory- Short form; DiTomasso, 2016); perceived
levels of social support (as measured by the Multidimensional Scale of Perceived Social
Support; Zimet, Dahlem, Zimet, & Farley, 1988), and utilization of positive coping
mechanisms to handle distress (as measured by the Ways of Coping Questionnaire;
Folkman & Lazarus, 1985).
Research Question
1. How do primary care physicians who vary on levels of burnout (low vs medium
vs high) differ on physical well-being, social support, and coping mechanisms?
Hypotheses
1. H1: PCPs who have obtained or who have experienced a high level of burnout, as
measured by the Maslach Burnout Inventory (MBI; Maslach et al., 1996), will
have poorer physical well-being, as measured by the Health Adherence Behavior
Inventory (HABIT-Short Form; DiTomasso, 2016), experience lower levels of
perceived social support, as measured by the Multidimensional Scale of Perceived
Social Support (MSPSS; Zimet et al., 1998), and implement fewer coping
mechanisms, as measured by Ways of Coping Questionnaire (WCQ; Folkman &
Lazarus, 1985), compared with individuals who obtain a medium level of burnout.
In addition, PCPs who have obtained or who have experienced a medium level of
burnout, as measured by the MBI (Maslach et al., 1996), will have poorer
physical well-being, as measured by the HABIT-Short Form (DiTomasso, 2016),
experience lower levels of perceived social support, as measured by the MSPSS
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(Zimet et al., 1998), and implement fewer coping mechanisms, as measured by
the WCQ (Folkman & Lazarus, 1985), compared with individuals who obtain a
low level of burnout.
2. H2: Male physicians in this study will experience higher levels of
depersonalization, but female physicians in this study will experience higher
levels of emotional exhaustion, based on the information found in the literature
(Houkes et al., 2011).
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Chapter 2
Introduction
Because PCPs see thousands of patients each year and are tasked with managing
patients’ health, along with various other demands of their profession, it is no surprise
that a large portion of PCPs feel stressed and overwhelmed with their professional work
responsibilities. When PCPs are stressed at work, that strain can carry over into their
personal lives and impact their health, their coping abilities, and their social interactions.
The following review will discuss the theoretical origins and process of stress and work
strain, the impact that this stress can have on PCPs, and psychosocial variables that show
promising support for combatting work strain for PCPs.
Burnout
The concept of burnout has been studied for over 35 years. As a result, numerous
definitions of ‘burnout’ have emerged; however, all definitions agree that burnout is a
work-related condition that inhibits work performance and efficiency due to negative
behaviors and attitudes (Wright & Cropanzano, 1998; Halbesleben & Buckley, 2004;
Maslach & Jackson, 1986). It can occur in individuals who do not possess a
psychopathological condition, and includes physical, mental, and behavioral symptoms
(Maslach & Jackson, 1986). The most commonly applied definition, developed by
Maslach and Jackson (1986), defines ‘burnout’ as a syndrome that occurs most often in
individuals who work with people and encompasses three main components: emotional
exhaustion, depersonalization, and personal accomplishment. In addition, the researchers
note that ‘burnout’ contributes to a variety of issues such as: absenteeism, insomnia,
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reduced quality of care in service providers, job turnover, physical exhaustion, low
morale, relationship and family problems, and an increase in substance use (Maslach &
Jackson, 1986). With the negative impact that burnout can have on individuals, it is
important to examine each individual domain of burnout.
Factors Associated with Burnout.
As the aforementioned description of burnout has illustrated, burnout can have
profound effects on individuals. The following three domains of burnout: emotional
exhaustion, depersonalization, and personal accomplishment will be discussed, including
how each of the domains contributes to the overall syndrome of burnout.
Emotional Exhaustion.
Emotional exhaustion is considered the most important and widely studied
component of the three factors associated with burnout, and is characterized by the
depletion both of emotional and of physical resources (Maslach, 1982). An individual
not experiencing emotional exhaustion can experience work-related demands, but with
adequate resources, can implement adaptive coping mechanisms to overcome the effects
of emotional exhaustion (Wright & Cropanzano, 1998). However, when an individual
experiences significant work-related demands over time, an individual’s resources
become depleted, leaving him or her emotionally exhausted and unable to implement
adaptive coping mechanisms (Halbesleben & Buckley, 2004). Individuals experiencing
emotional exhaustion not only feel physically and emotionally tired, but they also feel
constantly drained due to overextension at work (Wright & Cropanzano, 1998). In
addition, emotional exhaustion often invokes a sense of helplessness and powerlessness,
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leaving the individual disengaged from his or her job and with a decreased sense of selfefficacy (Halbesleben & Buckley, 2004).
Depersonalization.
As a response to the impact of emotional exhaustion, depersonalization can be
characterized by an interpersonal disengagement of an individual from his or her job,
which often manifests as a blunted, uncaring demeanor (Maslach, 1982).
Depersonalization can be thought of as the reservoir of resources, or lack thereof, that are
used when responding to emotional exhaustion. When suffering from emotional
exhaustion, personal and social resources are allocated to combat the effects of emotional
exhaustion; however, over time, the depletion of resources leaves an individual feeling
helpless, powerless, and unable to implement adaptive coping mechanisms. As a result,
the individual often dissociates from his or her workplace and workplace responsibilities.
Therefore, depersonalization not only affects the individual negatively, but it also
ultimately affects coworkers negatively, his or her work performance, and his or her
patients (Halbesleben & Buckley, 2004).
Personal Accomplishment.
Personal accomplishment is the last domain associated with burnout and is
characterized by an individual’s evaluation of the self (Cropanzano, Rupp, & Byrne,
2003). As stated before, when an individual implements coping mechanisms in order to
combat the negative impact of emotional exhaustion, self-efficacy increases and leaves
the individual with a positive self-evaluation. However, in the case of burnout, when
individuals are unable to implement adaptive coping mechanisms to decrease the effects

BURNOUT IN PRIMARY CARE PHYSICIANS

10

of emotional exhaustion, the individual is left feeling emotionally and physically drained
and with a negative self-evaluation, or decreased sense of personal accomplishment. This
negative self-evaluation results in a devalued sense of job performance and a constant
comparison of an individual with his or her prior level of performance (Halbesleben &
Buckley, 2004). As the aforementioned literature illustrates, the concept of burnout
hinges on resources and on an individual’s ability to utilize these resources, which will be
discussed in further detail in the next section.
Primary Care Physicians
The label ‘primary care physician’ encompasses those who practice as
obstetricians/gynecologists, as well as those who are pediatric, internal medicine, and
family medicine physicians. Because Americans make approximately 2.7 visits per year
to their physician, PCPs can see thousands of patients each year (Long et al., 1996). In
addition, PCPs are tasked with a variety of other work demands, including: complying
with government regulations and dealing with the business aspects of practicing medicine
(Shanafelt, Sloan, & Habermann, 2003). As a result of the sizeable number of patients
that physicians see, which is in addition to their other various work demands,
approximately half of physicians rate their jobs as extremely stressful (Henry, 2004).
Sullivan and Buske (1998) found that 62% of physicians rated their workload as too
heavy, and 55% reported family and personal life interference due to their profession
(Sullivan & Buske, 1998).
Because level of burnout can predict career satisfaction, it is important to examine
career satisfaction among PCPs in order to have better insight into the factors that

BURNOUT IN PRIMARY CARE PHYSICIANS

11

contribute to burnout (Keeton, Fenner, Johnson, & Hayward, 2007). Due to the
considerable work demands with which PCPs are tasked, it is not surprising that many
physicians would be dissatisfied with their jobs. In fact, approximately 32% of
physicians in a study conducted by Williams et al., (2002) reported being somewhat or
very dissatisfied with their jobs (Williams et al., 2002). In light of this information, it is
important to examine the factors that contribute to career dissatisfaction in physicians
because of the link between burnout and career satisfaction (Keeton et al., 2007).
In an analysis examining 24 different studies from around the world, researchers
found numerous factors that contribute to physician job dissatisfaction; these include:
having little free time, working too many hours, too much paperwork, high practice
demands, low salary, practicing solo or with three or fewer practitioners, time pressures,
bureaucracy, suboptimal work environments, and constant changes within the healthcare
system (Van Ham, Verhoeven, Groenier, Groothoff, & De Haan, 2006). These factors
are accompanied by more complex care responsibilities in treating patients, especially
because patients are becoming more outspoken and critical of their care; this is often due
to patients researching the Internet prior to seeing their doctors (Dyer, 1999).
When physicians are dissatisfied with their jobs, they are less committed to their
practice settings, often resulting in high turnover rates (Gabbard, Menninger, & Coyne,
1987). Not only do high turnover rates increase cost of care, high turnover rates are
additionally detrimental to patient continuity and care (Gabbard & Menninger, 1989;
Glick & Borus, 1984). Also, when physicians are dissatisfied with their careers and are
less committed to their practice settings, maladaptive behaviors may be used to cope with
their high levels of stress and dissatisfaction (American Medical Association, 1973). A
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study of family physicians, obstetricians/gynecologists, and surgeons found that 24% of
the physicians reported drinking some kind of alcohol every day and 15% reported that
they were smokers (Wells, Lewis, Leake, & Ware, 1984). When physicians are not
satisfied with their work environments and careers, they are forced to expend more and
more personal and social resources to keep up with the demands of their jobs, making
them more susceptible to burnout.
Because PCPs are faced with considerable work demands, in addition to
providing care for patients, and balancing their family and personal lives, 30%-40% of
physicians report experiencing burnout (Wallace et al., 2009). As a result of their taxing
job roles and of balancing their personal and family lives, considerable resources are
being expended on a day-to-day basis, putting physicians at a greater risk for developing
symptoms of burnout. The following section will discuss the impact of burnout on
physicians’ health, work performances, and personal lives.
Effects of Burnout among Physicians
Because PCPs are the first medical professionals that patients seek when medical
issues arise (Shanafelt et al., 2012), they see a high volume of patients, making PCP’s
highly susceptible to burnout (Lee et al., 2008). Research found that 45.8% of US
physicians suffer from at least one symptom of burnout (Shanafelt et al., 2012). With
new health laws requiring all Americans to obtain health insurance, an increased number
of Americans now seek medical help from PCPs. Furthermore, older PCPs are retiring
and fewer graduating physicians are becoming PCPs (Dill & Salsberg, 2008). With the
rising number of patients that PCPs are seeing and their susceptibility to burnout, patient
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care is also being impacted (Lee et al., 2008; Wallace et al., 2009; Ratanawongsa et al.,
2008; Halbesleben & Rathert, 2008).
PCP’s symptoms of burnout significantly impact their patients (Wallace et al.,
2009; Ratanawongsa et al., 2008; Halbesleben & Rathert, 2008). Physicians suffering
from burnout make more medical errors, have poorer patient relationships, are less
empathic, have lower patient satisfaction, and have a stronger desire to retire early
(Wallace et al., 2009; Ratanawongsa et al., 2008; Halbesleben & Rathert, 2008). When
PCPs experience high levels of depersonalization, they often try to distance themselves
from their patients; this inversely affects patient satisfaction, and ultimately patient
outcomes (Halbesleben & Rathert, 2008; Bakker, Schaufeli, Sixma, Bosveld, & Van
Dierendonck, 2000).
Unfortunately, the impact of burnout affects not only a physician’s relationships,
work environment, family obligations, career satisfaction, and patient care, but it can also
impact a physician’s decision to live. Each year 300-400 physicians commit suicide
(Lyndon, 2014). Female physician suicide rates are 2.3 times higher than the general
population, and male physician suicide rates are 1.4 times that of female physicians,
making suicide a major cause of early death in physicians (Schernhammer & Colditz,
2004). Although many would think that burnout would have a higher rate in older
physicians, Ramirez et al., (1995) found that younger physicians experience burnout
twofold, compared with older physicians (Ramirez et al., 1995). In fact, 20% of
practicing PCPs report experiencing burnout, but are still working and caring for patients
(Houkes et al., 2011).
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Even though burnout affects both genders of physicians, male and female
physicians are generally affected differently by burnout. When examining the three
domains of burnout, male physicians generally endorse greater symptoms of
depersonalization because they feel overburdened by their workload (Houkes et al.,
2011). Female physicians, on the other hand, generally endorse more symptoms of
emotional exhaustion due to work-home conflicts (Houkes, et al., 2011; Langballe,
Innstrand, Aasland & Falkum, 2011). In addition, research has found that female
physicians are 1.6 times more likely to experience burnout, compared with male
physicians due to the balance of professional, personal, and family obligations
(McMurray et al., 2000).
Burnout impacts PCP’s personal and professional lives; this includes areas such
as their health habits and self-care practices. Approximately 17% of physicians reported
experiencing sleep disturbances, and 5% reported overeating (Sime, Quick, Saleh, &
Martin, 2007); 27.4% of female physicians and 19.4% of male physicians were identified
as obese (Alsuwaidia et al., 2013). Furthermore, because of the high levels of stress that
PCPs experience on a daily basis, physicians were found to be at a higher risk for
developing cardiovascular disease (Alsuwaidia et al., 2013).
The effects of burnout can significantly impact the lives of PCPs, and can also
affect the individuals with whom they interact on a daily basis. Burnout is contagious;
therefore, it can affect PCP’s colleagues and family members, making them susceptible to
burnout as well (Sime et al., 2007). In fact, 25% of physicians reported frequent episodes
of irritability when interacting with their significant others and with family members,
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resulting in family conflict (Bakker, Schaufeli, Sixma, & Bosveld, 2001; Sime et al.,
2007).
PCPs can experience great difficulty in trying to balance both their personal and
their professional lives. With the taxing demands that they face, their professional lives
can sometimes spill over into their personal lives. Early warning signs of burnout are
often exhibited by disagreements with staff and with work-related commitment issues
that interfere with family (Sime et al., 2007). Because burnout does not occur overnight,
it is essential for physicians to recognize the warning signs of burnout, such as irritability,
job dissatisfaction, family problems, and health-related issues. However, physicians are
generally not good at playing the role of the patient; therefore, they may not feel as
though their symptoms warrant attention by a professional (Sime et al., 2007). In light of
the extensive literature supporting the damaging impact of burnout on physicians, it is
vital to examine three psychosocial factors: social support, coping mechanisms, and
health habits. The literature has found that these factors have positive implications for
addressing stress and could therefore aid in reducing levels of burnout.
Psychosocial Variables
Social Support.
Social support is defined as an interaction between two individuals, during which
the recipient of the support perceives care and mutual understanding of feelings,
providing the recipient with an enhanced sense of well-being (Cobb, 1976; Shumaker &
Brownell, 1984). Not only can social support enhance an individual’s sense of wellbeing, but it can additionally protect against a variety of life stresses and health-related
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issues (Cobb, 1976). A study citing the buffering hypothesis, which postulates that social
support can act as a buffer from stressful situations, found that perceived social support
not only helped to act as a buffer during stressful events, but also that individuals who
were part of a large network with perceived social support helped to make these
individuals less susceptible to stressful events altogether (Cohen & Wills, 1985). The
results from this study suggest that perceived social support can act as a buffer during
stressful situations and also as a source of protection against future stress.
Research has found that, in addition to acting as a buffer when experiencing
stress, social support also has a positive correlation with job productivity and satisfaction.
In addition, social support was found to have a negative correlation with burnout
(Baruch-Feldman et al., 2002). Research involving female social workers supports these
results, specifically citing that social support from supervisors and significant others
helped to neutralize the effects of burnout from work-related stress (Davis-Sacks et al.,
1985).
When examining the effects of social support on the three individual domains of
burnout (emotional exhaustion, depersonalization, and personal accomplishment), one
study found that when work-related social supports were compared with non-workrelated social supports, work-related social supports had a stronger association with
emotional exhaustion, whereas non-work related social supports had a stronger
association with personal accomplishment and depersonalization (Halbesleben, 2006).
This study provides evidence for the importance both of work-related social supports and
of non-work related social supports in combatting burnout. Work-related social supports

BURNOUT IN PRIMARY CARE PHYSICIANS

17

can significantly help compensate for taxing work demands, and non-work related social
supports can be essential in boosting an individual’s self-evaluation.
In a study conducted with medical students, researchers found that medical
students who were single experienced more stress, compared with medical students who
were married, suggesting that social support from a significant other helps reduce stress
(Coombs & Fawzy, 1982). When examining social supports in physicians, McMurray et
al., (2002) found that female physicians with children who felt social support from their
significant others, spouses, or colleagues were 40% less likely to experience burnout
(McMurray et al., 2000). The result from this study suggests that not only does having a
significant other help in reducing emotional strain, but also that the perception of social
support is essential. These studies provide compelling evidence for the positive benefits
both of non-work related and of work-related social supports in combatting burnout in
physicians.
Due to the positive effects of social support not only in helping to reduce stress,
but also in some cases to defend against stressful events altogether, it is evident that
social support is vital to an individual’s sense of well-being. This would suggest that
physicians who perceive a strong presence of social support from colleagues, friends, and
family would be better equipped to handle stressful situations and subsequently
experience a decreased level of burnout. With strong support for the positive effects of
socials support, other psychosocial variables should be examined in order to assess more
ways to potentially decrease levels of burnout.
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Coping Mechanisms.
Coping is defined as a tool that aids in alleviating or in helping an individual
tolerate stress by utilizing cognitive and behavioral strategies (Folkman & Lazarus,
1980). Various studies have demonstrated the crucial role that coping strategies play in
reducing stress, especially when it comes to work-related stress (Shapiro, Astin, Bishop,
& Cordova, 2005; Lemaire & Wallace, 2010; Fortney, Luchterhand, Zakletskaia,
Zgierska & Rakel, 2013; Beach et al., 2013; Shin et al., 2014; Williams et al., 2002).
These findings suggest that it is important to examine the effects that coping strategies
have both on stress and on subsequent burnout.
Research found that individuals who coped with stress in an active way, such as
doing something in order to reduce their stress levels, were less susceptible to burnout, as
opposed to individuals who coped with stress in a more passive way, such as trying not to
think about the stress (Maslach, Schaufeli, & Leiter, 2001). Shin et al., (2014) found that
problem-focused coping, which involves doing something in order to attempt to solve the
problem, had a relationship with all three domains of burnout. An attempt to do
something in order to deal with the stressful event decreased symptoms of burnout. In
addition, emotion-focused coping, which involves attempting to express emotions and
understand the stressful event, increased the symptoms of burnout (Shin et al., 2014).
Although this may seem counterintuitive from a clinical standpoint, this research suggests
that by actively trying to problem-solve the situation, an individual feels that he or she
has more control over the situation, giving a sense of control and power over the
situation. Conversely, passively attempting to understand the feelings related to the
stressful event may offer more introspection; unfortunately, no solution to the problem

BURNOUT IN PRIMARY CARE PHYSICIANS

19

has been achieved and the individual is left understanding only the reason why he or she
is feeling stressed. This suggests that when it comes to dealing with stressful situations,
the ways in which individuals cope with stress is important.
Lemaire and Wallace (2010) examined different coping strategies that physicians
use when dealing with work-related stress. The researchers found themes for coping
strategies that physicians use at work such as: talking with a colleague, taking a break,
continuing to work despite the stress, and using humor. They additionally found themes
in coping strategies that physicians use after work including: interacting with family,
physical activity, and spending time alone quietly. When examining the relationship
between the symptoms of burnout and utilization of coping strategies at work, the
researchers found that strategies such as pretending that nothing happened, concentrating
on the next task, and not discussing stress, were positively correlated with emotional
exhaustion. In addition, utilization of coping strategies such as taking a break, were
negatively correlated with emotional exhaustion (Lemaire & Wallace, 2010). This
suggests that physicians who employed more problem-focused coping received more
stress relieving benefits, compared with physicians who did not attempt to use a coping
strategy and instead continued to work despite their stress.
Employing coping strategies during times of stress appears to be beneficial;
therefore, examining the coping mechanisms that provide the greatest reduction in stress
for physicians is crucial. Shapiro et al., (2005) conducted an 8-week mindfulness
program for health care professionals in order to examine mindfulness as a coping
mechanism. The researchers found that the mindfulness program was effective in
helping to reduce stress levels in health care professionals. In addition, when participants
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were examined posttreatment, they found that the mindfulness program had the additional
benefit of helping to increase self-compassion and quality of life for the health care
professionals involved in the program (Shapiro et al., 2005). Another study examining
mindfulness found similar, positive results. Fortney et al., (2013) examined an
abbreviated mindfulness intervention for PCPs and found that the intervention was
successful in reducing the symptoms of burnout, stress, anxiety, and depression. In
addition, these benefits were seen both at 3 and 9 month follow-up intervals, suggesting
that the physicians internalized the mindfulness intervention and successfully utilized it
as a tool to combat stress (Fortney et al., 2013).
Mindfulness not only has a positive impact on a physician’s personal mental
health, but mindfulness also has an impact on the physician’s patients. Beach et al.,
(2013) conducted a study in which physicians rated their personal levels of mindfulness.
The researchers found that those individuals who had high self-ratings of mindfulness
had better rapport with their patients, were more likely to discuss psychosocial issues
pertaining to the patient, and imparted a more positive emotional tone. In turn, their
patients rated these physicians as more effective communicators and were, overall, more
satisfied with their healthcare experiences (Beach et al., 2013).
Because of the positive effects of problem-focused coping and mindfulness
practices on reduction of burnout symptoms, it is important to explore more coping
mechanisms that physicians may be able to employ to cope with their daily levels of
stress. In addition to adaptive coping mechanisms, physician health habits should be
examined in order to have a more comprehensive understanding of the psychosocial
factors that may help combat the symptoms of burnout.
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Health Habits.
The aforementioned studies have provided strong evidence that the health and
well-being of physicians is crucial to the care that is given to their patients and to their
patients’ subsequent outcomes. This suggests that the health of physicians is extremely
important in order for patients to obtain optimal care.
Perceiving significant stress at work can have a damaging impact on physicians’
physical and mental health. Some physicians may even develop a subsequent substancerelated disorder to deal with the stress and burden of their careers (Williams et al., 2002;
Gunderson, 2001; Schernhammer, 2005). In addition, due to the long hours and heavy
work demands that physicians are subjected to, eating at regularly scheduled intervals
may be problematic. If physicians have irregular eating habits and do not have enough
exercise, they can develop health-related issues such as high cholesterol, weight related
issues, and elevated blood pressure (Duruisseau & Schunke, 2007). Irregular eating
habits can also impact a physician’s cognitive functioning. Lemaire et al., (2010) found
that obtaining adequate nutrition is vital for physicians to maintain their cognition and
care for their patients effectively throughout the day (Lemaire et al., 2010). Therefore,
proper eating affects both the physicians and their patients.
As previously stated, physicians tend to avoid playing the role of the patient. In
fact, researchers found that 76% of physicians endorsed self-treatment and 61% reported
self-prescription of medication, which could potentially undermine the health of
physicians (Montgomery, Bradley, Rochfort, & Panagopoulou, 2011). Uallachain (2007)
found that 30% of PCPs had not visited a physician in 5 years and 49% endorsed
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neglecting their own health. In addition, 65% of physicians felt that they were unable to
take time away from work when they were sick (Uallachain, 2007). Unfortunately,
physicians not only experience a significant amount of stress on a daily basis, but also
this stress is so pervasive they feel that they cannot take time away from work to recover;
as a result, they begin to treat themselves.
Fortunately, there are practicing physicians who do recognize the importance of
maintaining their own personal health to provide the best treatment possible to their
patients. Linn, Cope, Leake, and Yager, (1986) found that physicians who reorganized
work activities had higher levels of job satisfaction. In addition, physicians who
experienced fewer work-home conflicts, endorsed less job stress, and were less anxious,
tended to obtain higher health habit scores. The researchers also found that physicians
who employed positive coping techniques had greater job satisfaction, compared with
those physicians who employed negative coping techniques (Linn et al., 1986).
Because of the profound effects of burnout not only on the PCPs, but also on their
colleagues, families and patients, it is essential to examine how variables related to
burnout specifically affect PCPs. With the vast amount of literature suggesting the
positive effects of social support, coping mechanisms, and good health habits on burnout,
the following study will examine how these three variables impact the PCP’s level of
burnout.
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Chapter 3
Research Design
In order to analyze the relationship between varying levels of burnout (low,
medium, high) and perceived social support, coping mechanisms, and wellness habits, a
cross-sectional, survey study was planned. Participants in the study voluntarily
completed self-report questionnaires, which included the Maslach Burnout Inventory
(MBI; Maslach et al., 1996), the Ways of Coping Questionnaire (WCQ; Folkman &
Lazarus, 1985), the Health Adherence Behavior Inventory-Short form (HABIT-Shortform; DiTomasso, 2016), the Multidimensional Scale of Perceived Social Support
(MSPSS; Zimet et al., 1988) and a number of demographic questions. The online survey
was developed using Survey Monkey and was posted to social media sites such as Linked
In, Facebook, Craig’s List, ResearchMatch.org, and SERMO, which is a social
networking site for physicians, seeking voluntary participation.
Participants
The participants in this study were male and female PCPs; these included:
pediatricians, obstetricians/gynecologists, family medicine physicians, and internal
medicine physicians. In order for participants to meet the inclusion criteria for the study,
they needed to be a PCP between the ages of 27 and 87, not possess a dual specialty, not
received fellowship training, had a valid medical license, and must have practiced
medicine in their respective fields for a minimum of 1 year, post completion of their
residencies. Individuals were excluded from the study if they were PCPs but not between
the ages of 27 and 87, possessed a dual specialty, received fellowship training, did not
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have valid medical licenses, and had not practiced medicine in their respective fields for a
minimum of 1 year post completion of their residencies.
Measures
The measures that were administered in this study were the MBI (Maslach et al.,
1996), the WCQ (Folkman & Lazarus, 1985), the HABIT-Short form (DiTomasso,
2016), and the MSPSS (Zimet et al., 1988).
The Maslach Burnout Inventory–Human Services Survey.
Description of the Maslach Burnout Inventory.
The Maslach Burnout Inventory-Human Services Survey (MBI-HSS; also known
as simply the Maslach Burnout Inventory [MBI]), is a 22 item, self-report measure that
assesses three major domains of burnout among individuals who work in the human
services field; these domains include emotional exhaustion, depersonalization, and
personal accomplishment. There are five items that measure an individual’s level of
depersonalization, eight items that measure an individual’s level of personal
accomplishment, and nine items that measure an individual’s level of emotional
exhaustion (Maslach et al., 1996).
Psychometrics of the Maslach Burnout Inventory.
Participants answered each question on a 7-point Likert scale which corresponds
to how often they endorse the question, ranging from 0 (“never”), 1 (“few times a year or
less”), 2 (“once a month or less”), 3 (“a few times a month”), 4 (“once a week”), 5 (“a
few times a week”), to 6 (“every day”). In order for participants to obtain an overall
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burnout score, the three individual domains: emotional exhaustion (EE),
depersonalization (DP), and personal accomplishment (PA) are calculated individually.
The individual domain scores are then examined based on scores and separated into the
three categories of burnout: high degree of burnout, an average degree of burnout, or a
low degree of burnout. A high degree of burnout is categorized by high levels of
emotional exhaustion (≥27), high levels of depersonalization (≥13), and low levels of
personal accomplishment (≤31). An average degree of burnout is categorized by medium
levels of emotional exhaustion (17 to 26), medium levels of depersonalization (7 to 12),
and medium levels of personal accomplishment (32 to 38). A low degree of burnout is
categorized by low levels of emotional exhaustion (≤16), low levels of depersonalization
(≤6), and high levels of personal accomplishment (≥39) (Maslach et al., 1996).
In a sample of health service individuals (n = 1,316) a Cronbach’s coefficient
alpha revealed that the reliability coefficient for the EE domain was .90; the DE domain
was .79, and the PA domain was .71. The MBI also revealed that the measure of
“general job satisfaction” has a moderately negative correlation with EE (r = -.23, p <.05)
and DE (r = -.22, p <.02), but a slightly positive correlation with PA (r = .17, p <.06).
This means that as the measure of general job satisfaction increases, the domains of EE
and DE decrease and the domain of PA increases. In addition, as the measure of general
job satisfaction decreases, the domains of EE and DE increase and the domain of PA
decreases (Maslach et al., 1996).
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The Ways of Coping Questionnaire.
Description of the Ways of Coping Questionnaire.
The Ways of Coping Questionnaire (Folkman & Lazarus, 1985) is a 66 item, selfreport measure that assesses eight different styles of coping. The WCQ contains six
items relating to confrontive coping, six items relating to distancing, seven items relating
to self-controlling, six items relating to seeking social support, four items relating to
accepting responsibility, eight items relating to escape-avoidance, six items relating to
planful problem-solving, and seven items relating to positive reappraisal (Folkman &
Lazarus, 1985).
Psychometrics of the Ways of Coping Questionnaire.
Participants answer each question on a 4-point Likert scale which corresponds to
how often they endorse the question, ranging from 0 (“not used”), 1 (“used somewhat”),
2 (“used quite a bit”), to 3 (“used a great deal”). The raw scores for each of the eight
coping domains are totaled individually and divided by the number of items in each of
the eight domains, resulting in response scores. After the response scores are calculated,
they are totaled and referred to as the total response scores. The next step in calculating
the scores for the WCQ is to take the response scores from each of the eight domains and
divide them by the total response scores. The eight percentages that are left represent how
often the participant endorses using each of the eight coping styles (Folkman, Lazarus,
Dunkel-Schetter, DeLongis, & Gruen, 1986).
In a sample of married couples, (n=75) a Cronbach alpha revealed the following
alphas for each of the eight coping domains: .70 for confrontive coping, .61 for
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distancing, .70 for self-controlling, .76 for seeking social support, .66 for accepting
responsibility, .72 for escape-avoidance, .68 for well-planned problem-solving, and .79
for positive. The WCQ also revealed that individuals who endorsed higher levels of
positive reappraisal and well-planned problem-solving coping styles achieved more
satisfactory outcomes, whereas individuals who endorsed higher levels of distancing and
confrontive coping styles achieved more unsatisfactory outcomes (Folkman et al., 1986).
The Health Adherence Behavior Inventory-Short Form.
Description of the Health Adherence Behavior Inventory-Short Form.
The Health Adherence Behavior Inventory-Short form (HABIT-Short form;
DiTomasso, 2016) is a 10 item, self-report measure used to assess different health-related
behaviors in primary care settings (DiTomasso, 2016). The HABIT-Short form is an
abbreviated version of the original Health Adherence Behavior Inventory (DiTomasso,
1997), which consisted of a 50 item, self-report measure.
Psychometrics of the Health Adherence Behavior Inventory.
Participants answer each dichotomous question as 1 (“true") and 0 (“false"),
indicating whether or not they engage in that particular health behavior. The scores are
totaled and reverse scored. Individuals who endorse participating in a higher number of
positive health-related behaviors have a lower health risk (DiTomasso, 1997).
The HABIT was found to have a significant negative correlation to systolic blood
pressure (r (77) = -.177), with individuals who were adherent to maintaining their health
displaying lower systolic blood pressure results (Parke, 2004). The HABIT scale was
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found to have good internal consistency with a Cronbach’s coefficient alpha of .705. In
addition, the HABIT was found to have a significant negative correlation at 0.01 (r (77) =
-.437) when measured against an overall health risk score on a known and validated
health risk assessment (DiTomasso, 1997; Parke, 2004).
The Multidimensional Scale of Perceived Social Support.
Description of the Multidimensional Scale of Perceived Social Support.
The Multidimensional Scale of Perceived Social Support (Zimet et al., 1988) is a
12 item, self-report measure used to assess perceived social support from three domains:
family, friends, and significant others (Zimet et al., 1988).
Psychometrics of the Multidimensional Scale of Perceived Social Support.
Participants answer each question on a 7-point Likert scale which corresponds to
how often they endorse the question, ranging from 1 (“very strongly disagree”), 2
(“strongly disagree), 3 (“mildly disagree”), 4 (“neutral”), 5 (“mildly agree”), 6 (“strongly
agree”), to 7 (“very strongly agree”). Perception of social support scores ranging from 12
to 48 is considered low acuity, 49 to 68 as moderate acuity, and 69 to 84 as high acuity
(Zimet et al., 1988).
In a sample of first and second year pediatric residents (n = 55), a Cronbach’s
coefficient alpha revealed that the reliability coefficient in the family domain was .83, .90
in the friends domain, and .98 in the significant other domain, with a total alpha of .90
(Zimet et al., 1988). The analysis revealed a statistical difference in the significant other
domain (F (1, 46) = 16.50, p < .001) indicating that married residents perceived greater
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support from a significant other; this is in comparison with residents who were single
(Zimet et al., 1988).
Procedure
Subject Recruitment.
Participants for this study were recruited by posting a link on the following social
media sites: Linked In, Facebook, Craig’s List, ResearchMatch.org, and SERMO, which
is a social networking site for physicians. After potential participants have clicked on the
link posted on the social networking sites, participants were directed to an online survey
which was created using Survey Monkey.
Subject Screening.
After being directed to the online survey, potential participants were told that the
study was looking at job strain in primary care physicians. Potential participants were
screened using six questions relating to the potential participant’s medical license,
specialty, physician type, age range, fellowship training, and residency training. After
participants were screened as eligible, they could volunteer to complete eleven
demographic related questions and then complete a total of 110 questions from the MBI
(Maslach et al., 1996), WCQ (Folkman & Lazarus, 1985), HABIT-Short form
(DiTomasso, 2016), and MSPSS (Zimet et al., 1988).
Data Analysis.
The data for this study took approximately two weeks to collect. After the survey
was closed, all of the data were entered into the Statistical Program for the Social
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Sciences (SPSS). The SPSS 23 software was used to perform the statistical analysis of
the data.
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Chapter 4
Results
The first part of the results section will highlight the demographic information
such as age, gender, and race. The next section will present the differences among the
physician population sampled, such as the type of primary care medicine that they
practiced, the type of degree they earned, and the type of setting in which they practiced.
The following section will discuss the specific findings of the study that are related to the
two original hypotheses in this study. The final sections will focus on the factor analysis
of the Maslach scale, its validity and reliability, and the additional analyses that were
completed.
Demographic Information.
A total of 200 participants completed the screening questions in the survey. Of
these 200 individuals, 60 participants met the inclusion criteria and their data were
included in the data analysis (N=60). As shown in Table 1, the majority of the
participants in the sample reported being between the ages of 57 and 67 (n=27).
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Table 1
Overall Age Demographic Variables
Age

Frequency

Percent

27-34

1

1.7

35-45

5

8.3

46-56
57-67
68-78
Total

20
27
7
60

33.3
45.0
11.7
100.00

The gender of the participants was rather equally divided, with 53.3% (n=32) of
participants identifying as male and 46.7% (n=28) of participants identifying as female.
However, the racial breakdown of the participants in the sample was more
disproportionate. As seen in Table 2, the majority of the participants in the sample
identified as being Caucasian (n=47).
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Table 2
Overall Racial Demographic Variables
Race

Frequency

Percent

Asian

4

6.7

African American

3

5.0

Caucasian
Hispanic
Other
Total

47
2
4
60

78.3
3.3
6.7
100.00

As shown in Table 3, when examining the sample from this study, the majority of
the participants in the study identified as being family medicine physicians (n=30).
Table 3
Overall Type of Physician Variables
Type of Physician

Frequency

Percent

Pediatrician

8

13.3

Family Medicine Physician

30

50.0

Internal Medicine Physician
Obstetrician/Gynecologist
Total

13
9
60

21.7
15.0
100.00

When performing the statistical analysis for this study, it was found that 80%
(n=48) of the participants reported earning their medical degrees from an MD program;
16.7% (n=10) reported earning their degrees from a DO program, and 3.3% (n=2)
indicated earning their degrees from a combined MD/DO program. When asked about
the type of setting in which they practiced, 36.7% (n=22) of the participants reported

BURNOUT IN PRIMARY CARE PHYSICIANS

34

working in a private practice setting and 30% (n=18) reported working in a group
practice setting (see Table 4).
Table 4
Overall Practice Setting Demographic Variables
Practice Setting

Frequency

Percent

Hospital

7

11.7

Private Practice

22

36.7

Group Practice
Other
Total

18
13
60

30.0
21.7
100.00

Hypotheses.
When the original data analysis was considered, a comparison of individuals at
different levels of burnout was planned. The first hypothesis in this study theorized, that
based on the literature (Keeton et al., 2007; Wells et al., 1984; Wallace et al., 2009;
Davis-Sacks et al., 1985; Shin et al., 2014; Duruisseau & Schunke, 2007), PCPs who
endorsed experiencing high levels of burnout, would also report poorer physical health,
experience lower levels of perceived social support, and implement fewer coping
mechanisms, compared with PCPs who endorsed medium or low levels of burnout. In
addition, PCPs who endorsed experiencing a medium level of burnout, would report
poorer physical health, experience lower levels of perceived social support, and
implement fewer coping mechanisms, compared with PCPs who endorsed a low level of
burnout. However, for level of burnout for the 60 participants, only 1 participant
indicated a low level of burnout (1.7%); 10 participants indicated a medium level of
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burnout (16.7%), and 49 participants indicated a high level of burnout (81.7%). Due to
the disproportionate number of participants in the three burnout categories, the first
hypothesis in this study comparing the three levels of burnout was unable to be tested.
As a result, additional statistical calculations were completed in order to examine any
significant differences in the data set.
The second hypothesis in this study theorized, that based on the literature
(Houkes, et al., 2011; Langballe, Innstrand, Aasland & Falkum, 2011), male physicians
would experience higher levels of depersonalization, and female physicians would
experience higher levels of emotional exhaustion. However, the results in this study did
not support this hypothesis. First, a test was calculated in order to compare the total
burnout scores for male and female PCPs. The results revealed that neither gender
differed on their total burnout scores. As a result, a MANOVA was utilized in order to
compare the genders on the three domains of burnout: emotional exhaustion,
depersonalization, and personal accomplishment. The analysis revealed a significant
Wilks’ lambda (.867, F (3, 56) = 2.862, p =.045), which suggested a difference between
the groups. When the three domains were compared by gender, the results revealed that
the male PCPs in this study scored significantly higher on the personal accomplishment
domain, compared with their female PCP counterparts (see Table 5).
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Table 5
Descriptive Statistics for Gender on Each Level of Burnout (Emotional Exhaustion,
Depersonalization, and Personal Accomplishment)

Emotional
Exhaustion
Depersonalization
Personal
Accomplishment

Gender

Mean

Std. Deviation

N

Male
Female
Total
Male
Female
Total
Male
Female
Total

4.8194
4.8056
4.8130
3.6062
3.6357
3.6200
6.1797
5.6250
5.9208

1.53435
1.68254
1.59139
1.70274
1.59356
1.63881
.75931
.95743
.89459

32
28
60
32
28
60
32
28
60

Factor Analysis of MBI.
A higher order factor analysis of the MBI (Maslach et al., 1996) based on
subscale scores, was completed to examine whether or not the three individual
components of burnout (emotional exhaustion, depersonalization, and personal
accomplishment) loaded on a single construct of an overall burnout score. Results
indicated that for two of the scores (emotional exhaustion and depersonalization), the
higher the scores, the greater the level of burnout. On the personal accomplishment
scale, the lower the score, the higher the level of burnout. To make the scoring consistent
across variables, this variable was reverse scored. A principal components variamax
rotated analysis, using Kaiser’s criterion, was conducted on these subscale scores. The
subject to item ratio was 20:1. Each of the three components loaded highly onto one
overall factor. Because there was only one component, the solution could not be rotated.
The Kaiser-Meyer-Olkin (KMO) statistic was calculated and reflected the
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appropriateness of using factor analyses for the data. When the scales share common
factors, with KMO values ranging between 0 and 1, the values should be closer to 1. In
the present case, the KMO value equaled .63, which Field (2010) described as mediocre.
Bartlett’s test of sphericity was significant (Approximate Chi Square = 62.78, Df= 3, p=
.000), indicating that the correlations between the variables differed significantly from 0.
None of the variables correlated with each other at levels that would suggest that
multicollinearity would be a threat. The overall factor comprised three scores with very
high factor loadings: Emotional Exhaustion (.86), Personal Accomplishment (.74) and
Depersonalization (.91), which accounted for 70.84% of the variance.
Reliability Analysis.
A coefficient alpha for this higher order factor was calculated and found to be
equal to .74, which is considered acceptable. The corrected item-total score correlations
for Emotional Exhaustion, Depersonalization and Personal Accomplishment were equal
to .66, .78, and .49 respectively.
Correlation of MBI Factors.
After the factor analysis was completed, a correlational analysis was conducted to
examine the relationship between the factor identified as total burnout score and the
HABIT-Short form (DiTomasso, 2016). The result yielded a significant negative
correlation between these variables (r (60) = -.381). These results suggest that
participants who indicated experiencing high levels of burnout also reported engaging in
fewer positive health habits. Approximately, 14% of the variability in health habits was
attributable to differences in burnout.
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A Pearson Correlation analysis additionally revealed that the items on the
HABIT-Short form (DiTomasso, 2016) positively correlated with the perceived social
support scales on the MSPSS (Zimet et al., 1988). Perceived social support from significant
others correlated (r (60) = .78, p= 000); family support correlated (r (60) = .70, p= .000), and
friend support correlated (r (60) = .86, p=-.000) with total scores on HABIT-Short form
(DiTomasso, 2016). Overall, 61% of the variability in the HABIT score was attributable to

differences in social support from significant others; 49% was attributable to differences
in social support from family, and 74% was attributable to differences in social support
from friends. These results suggest that the greater amount of perceived social support
that participants reported, the greater number of health behaviors they reported engaging
in as well.
On the subscales of the Ways of Coping Questionnaire (Folkman & Lazarus,
1985), none of the subscale scores correlated with the HABIT-Short form (DiTomasso,
2016).
A series of regression analyses were conducted using the HABIT score as the
criterion variable. In the first regression analysis, Burnout Total score served as the
predictor and the HABIT-Short form score as the criterion (see Table 6). As shown in
Table 7, the regression equation was significant.
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Table 6
Model 1 Summary of the Predictor Variable (Burnout Total Score) to the Dependent
Variable (HABIT)
Model
1

R

R Square

.381

.145

Adjusted R
Square
.130

Std. Error of the
Estimate
5.04023

Table 7
Overall Regression Analysis with Predictor Variable (Burnout Total Score) to the
Dependent Variable (HABIT)
Model

Sum of
Squares

df

Mean Square

F

Sig.

1 Regression

249.505

1

249.505

9.822

.003

Residual

1473.428

58

25.404

Total

1722.933

59

As shown in Table 8, burnout made a significant contribution to the prediction of
the HABIT score.
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Table 8
Coefficients of Predictor Variable (Burnout Total Score) to the Dependent Variable
(HABIT)
Unstandardized
Coefficients
Model
1 (Constant)
Burnout Total Score

B

Std. Error

35.824

1.929

-.081

.026

Standardized
Coefficients
Beta

-.381

T

Sig.

18.573

.000

-3.134

.003

________________________________________________________________________
The next regression analysis was a multiple regression and used the HABIT score
as the criterion and the WCQ subscales, the MSPSS total score, and Burnout Total score
as the predictors. This was done in order to examine whether or not engaging in coping
mechanisms, perceived social support, and reported level of burnout predicted HABIT
score. As shown in Table 9, the combination of predictors accounted for 29% of the
variance. However, because the regression equation only approached significance; no
further analysis was warranted (see Table 10).
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Table 9
Model 1 Summary of the Predictor Variables (Burnout Total Score, MSPSS, Confrontive
Coping, Distancing, Self-Control, Seeking Social Support, Accepting Responsibility,
Escape-Avoidance, Planful Problem-Solving, and Positive Reappraisal) to the Dependent
Variable (HABIT)
Model
1

R

R Square

.535

.286

Adjusted R
Square
.140

Std. Error of the
Estimate
5.01080

Table 10
Overall Regression Analysis with Predictor Variables (Burnout Total Score, MSPSS,
Confrontive Coping, Distancing, Self-Control, Seeking Social Support, Accepting
Responsibility, Escape-Avoidance, Planful Problem-Solving, and Positive Reappraisal)
to the Dependent Variable (HABIT)
Model

Sum of
Squares

df

Mean Square

F

Sig.

1 Regression

492.635

10

49.264

1.962

.059

Residual

1230.298

49

25.108

Total

1722.933

59

As shown in Table 11, the next multiple regression analysis examined the
subscales of the MSPSS and Burnout Total score as predictors and HABIT score as the
criterion.
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Table 11
Mean and Standard Deviation of HABIT, Burnout Total Score, Significant Other
Subscale, Family Subscale, and Friend Subscale
Mean

Std. Deviation

N

HABIT

30.1333

5.40391

60

Burnout Total Score

70.0500

25.31458

60

Significant Other
Subscale
Family Subscale
Friend Subscale

2.6750
3.3708
3.0667

.48994
.59213
.74627

60
60
60

Table 12 shows that the combination of predictors accounted for a substantial
proportion of the variability on the criterion. The Multiple R equaled .98 and accounted
for 96% of the variability on the HABIT. The R square change was significant.
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Table 12
Model 1 Summary of the Predictor Variables (Burnout Total Score, Significant Other
Subscale, Family Subscale, and Friend Subscale) to the Dependent Variable (HABIT)
Change Statistics
Model

1

R

R
Square

Adjuste
dR
Square

Std.
Error of
Est

.981

.963

.961

1.0729
7

R
Squar
e
Chan
ge
.963

F
Chang
e
360.38
7

df
1

df
2

4 55

Sig.
F
Cha
nge

Durbi
nWats
on

.000 1.728

Table 13
Overall Regression Analysis with Predictor Variables (Burnout Total Score, Significant
Other Subscale, Family Subscale, and Friend Subscale) to the Dependent Variable
(HABIT)
Model

Sum of
Squares

df

Mean Square

F

Sig.

1 Regression

1659.613

4

414.903

360.387

.000

63.320

55

1.151

1722.933

59

Residual
Total
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Table 14
Coefficients of Predictor Variables (Burnout Total Score, Significant Other Subscale,
Family Subscale, and Friend Subscale) to the Dependent Variable (HABIT)
Unstandardized
Coefficients
Model

B

1 (Constant)
Burnout Total
Score

Standardized
Coefficients
Beta

-2.280

Std.
Error
1.177

.001

.006

.004

Collinearity
Statistics
t

Sig.

-1.937

.058

.151

.881

Tolerance

VIF

.775

1.291

Significant
4.134
.347
.375
11.904 .000
.674
1.484
Other
Subscale
Family
2.851
.270
.312
10.575 .000
.766
1.306
Subscale
Friend
3.808
.256
.526
14.864 .000
.534
1.873
Subscale
________________________________________________________________________
The overall regression equation was significantly different from chance, and the
significant other, family, and friend subscales contributed significantly to the prediction
of the HABIT (see Table 13). Tests of assumptions and multiple linear regression were
achieved. The Durbin-Watson statistic was equal to 1.73 (see Table 12). According to
Field (2009), the Durbin-Watson statistic tests for “serial correlations between errors in
regression models” (p.785). Specifically, it tests whether or not “adjacent residuals are
correlated, which is useful in assessing the assumption of independent errors” (p. 785).
According to Field (2009), the Durbin-Watson statistic varies between 0 and 4, with a
value of 2 indicating that the residuals are uncorrelated. This test reveals that the
residuals are uncorrelated.
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Collinearity.
The collinearity diagnostics revealed that for each of the predictor variables there
was no evidence of multicollinearity (see Table 13). According to Field (2009), tolerance
statistics “measure multicollinearity and are simply the reciprocal of the variance
inflation factor… Values below 0.1 indicate serious problems,” although he also suggests
that values below 0.2 are values below which we should begin to worry (p. 795). None
of the tolerance statistics in the present analysis met this criterion, suggesting
multicollinearity is not a problem. Additionally, the variance inflation factor is also a
measure of multicollinearity (Field, 2009). It measures whether or not a predictor has a
“strong linear relationship with the other predictors” (Field, 2009, p. 796). According to
Field (2009), values of 10 are indicative of problems in this area. These values ranged
from 1.20 to 1.87, suggesting there also is no difficulty in this area. Further analysis of
assumptions was conducted in accordance with Field (2009). HABIT scores were
normally distributed. A plot of standardized residuals (ZRESID) against standardized
predicted values (ZPRED) revealed that the assumptions of linearity and
homoscedasticity were met. To test the normality of the residuals, an examination of a
histogram and normal probability plot of the residuals was plotted. The histogram
revealed that the assumption of normality has been met. Likewise, the normal probability
plot examining observed cumulative percentages to expected cumulative percentages also
support the assumption of normality.
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Chapter 5
The following section will discuss the results of this study, along with the
limitations, practical applications, and implications for future research. The first portion
of the section will detail the results; in addition, it will discuss the hypotheses of this
study and how the results compare with other research that has become available since
beginning the current study. The remaining portions will discuss what the results of this
study mean and possible future research endeavors.
The first hypothesis in this study predicted that PCPs who experienced a high
level of burnout would exhibit poorer physical well-being, experience lower levels of
perceived social support, and implement fewer coping mechanisms, compared with
individuals who experienced a medium level and low level of burnout. In addition, PCPs
who experienced a medium level of burnout would exhibit poorer physical well-being,
experience lower levels of perceived social support, and implement fewer coping
mechanisms, compared with individuals who had a low level of burnout. The sample of
PCPs obtained in this research study consisted of 81.7% indicating that they experienced
high levels of burnout; therefore, the first hypothesis was unable to be fully analyzed.
Despite being unable to test the first hypothesis of this study due to the disproportionate
number of participants in the three levels of burnout, the results from this study do offer
both interesting and important information regarding the relationships that exist among
burnout, health habits, and perceived social support.
The second hypothesis in this study hypothesized that male PCPs would report
higher levels of depersonalization, and that female PCPs would report higher levels of
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emotional exhaustion; the latter fact was found in prior research that cited these findings
(Houkes, et al., 2011; Langballe, Innstrand, Aasland & Falkum, 2011). The results from
this study were inconsistent with the findings in the literature. This study found that male
PCPs reported experiencing higher levels of personal accomplishment, compared with
their female PCP counterparts. This is an interesting finding because previous research
conducted on gender and the domains of burnout found no difference between genders
regarding personal accomplishment. Although this result does not support the original
hypothesis, the findings should be researched further in order to obtain more information
on whether or not the personal accomplishment domain is experienced differently by the
two genders.
Admittedly, there may have been a self-selection bias operating; however, the
high percentage of PCP burnout in this study is concerning because research has shown
that physicians who suffer from burnout not only have poorer patient satisfaction and are
less empathic, but they are also more prone to making medical errors (Wallace et al.,
2009; Ratanawongsa et al., 2008; Halbesleben & Rathert, 2008). In addition, the reasons
why such a large portion of the study sample endorsed experiencing high levels of
burnout are cause for further investigation. Because the cause of PCP burnout was not
the focus of this study, the causes of burnout in this sample can only be postulated. In
collecting demographic data in this study, the results indicated that 36.7% of the PCPs in
this study reported working in a private practice setting and 30% reported working in a
group practice setting. Perhaps working in a private practice or group practice setting
involves more responsibilities such as paperwork and dealing with insurance companies,
which PCPs in other settings may not have to address; however, this is only a hypothesis
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and would need further investigation. This study also found that 23.4% of the sample
indicated spending between 10 and 12 hours on patient paperwork (i.e., patient notes,
prescription refills, patient phone calls, etc.) per week. In addition, 13.3% of the sample
indicated spending approximately 20 hours per week engaging in these tasks. Perhaps in
other settings, PCPs do not dedicate as much time on these tasks due to support staff and
as a result, may not experience such high levels of burnout, compared with the PCPs that
participated in this study. However, this needs to be examined in greater depth in the
future. Regardless of the possibility that PCPs who experience higher levels of burnout
were more interested in this study, and thus decided to participate, the results from this
study are nonetheless informative. With such high levels of burnout endorsed by PCPs in
the sample, further investigation and research is required.
One significant finding from this study revealed that PCPs who reported
experiencing high levels of burnout also reported engaging in fewer health habits. These
results are consistent with a 2015 Medscape survey, which cited the fact that 46% of the
physicians who endorsed experiencing burnout also endorsed poorer overall health
(Peckham, 2015). Both the present study and the study published by Peckham (2015)
suggest that there is a relationship between burnout and health behaviors. If 76% of
physicians report treating themselves (Uallachain, 2007), coupled with the finding that
PCPs who report high levels of burnout also report engaging in fewer adaptive health
behaviors, this could suggest that PCPs who are burned out, could be treating themselves,
could be engaging in fewer adaptive health behaviors, and ultimately are putting
themselves at risk for poorer overall health. These findings are significant and require not
only further research and investigation, but also the communication of this information to
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physicians in order for them to have a better overall understanding of burnout and the
impact, not only to their patients, but also to their own overall well-being.
Another significant finding from this study revealed that PCPs who rated higher
perceived levels of social support also reported engaging in more healthy behaviors.
These results suggest that PCPS who felt that they had more support from their friends,
from significant others, and from family, reported engaging in more healthy behaviors.
Unfortunately, the majority of the PCPs in this study continued to report being burned
out, despite the fact that some engaged in adaptive health behaviors and perceived high
levels of social support. This could be attributed to a variety of factors such as just
dealing with too many work demands or simply not having high enough levels of
engagement to impact their levels of burnout significantly.
These findings illustrate the fact that both social support and burnout are
significant predictors of health habits. These results provide important information that
could be helpful in developing ways that might possibly prevent the symptoms of burnout
in the future. The literature has also consistently found that social support plays a crucial
role in ameliorating the effects of burnout (Cobb, 1976; Cohen & Wills, 1985; BaruchFeldman, Brondolo, Ben-Dayan, & Schwartz, 2002; Davis-Sacks, Jayaratne, & Chess,
1985; Halbesleben, 2006). In addition, the literature has found that when physicians
maintained their own personal health, they were more likely to provide better overall
patient care (Linn et al., 1986). The literature, coupled with the results of this study,
suggest that educating PCPs about the association between positive health habits and high
perceived social support could help to reduce the symptoms of burnout. As a result, when
PCPs increase their adaptive health behaviors and utilize their positive social supports,
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they could not only help reduce their own levels of burnout, but may also potentially
provide better overall patient care. The last significant finding from this research study
was the overwhelmingly high percentage of PCPs who endorsed high levels of burnout in
the sample surveyed. Unfortunately, the results from this study are consistent with
findings from the aforementioned Medscape survey, which cited a 16% increase in
burnout incidences among internal medicine physicians and family medicine physicians
from 2013 to 2015 (Peckham, 2015). It has been speculated that these data, indicating
high levels of burnout in PCPs, are related to the fact that PCPs are the front line of care
to patients. The Medscape survey additionally found that approximately 50% of PCPs
indicated experiencing burnout (Peckham, 2015). These data are drastically lower than
the percentage that was found in this research study; however, this could be attributable
to self-selection because the survey’s solicitation message reported that the study was
interested in PCP burnout.
The results from this study revealed a negative correlation between total burnout
score and the HABIT. This means that higher burnout is associated with engaging in
fewer health behaviors. This suggests that when PCPs feel burned out, they are less
likely to endorse engaging in adaptive health behaviors. The results from this study also
revealed a positive correlation between the HABIT and perceived social support. This
means that more perceived social support is associated with engaging in more adaptive
health behaviors. This suggests that when PCPs have a higher level of perceived social
support, from friends, family, and significant others, they report engaging in more health
behaviors. Finding a link between health habits, burnout, and perceived social support is
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a step toward having a better overall understanding of the complexity of burnout in the
PCP community.
Limitations of Present Study
A major limitation of this study was that 81.7% of the sample reported
experiencing high levels of burnout. As a result, conclusions regarding the possible
factors that could prevent or alleviate burnout could not be examined. This study was
unable to ascertain whether or not having high levels of perceived social support, positive
coping mechanisms, and good health habits were correlated with the overall symptoms of
burnout. The high percentage of PCPs endorsing high levels of burnout could possibly
be attributed to the message that was used to solicit potential participants. When
advertising the study, it was stated that the study was interested in examining burnout in
PCPs. More studies should be conducted with larger sample sizes, without specifically
indicating an interest in PCP burnout, in order to avoid having a highly saturated sample.
Doing more research with this population will help the medical community view burnout
from a different perspective and hopefully shift the focus from stigmatizing burnout to
preventing the symptoms of burnout from occurring at all.
A second limitation of this study was that PCPs were the only group of physicians
who were surveyed. There are many other physicians whom patients encounter who treat
and manage their physical health, such as emergency medicine physicians, oncologists,
and gastroenterologists. Being able to identify, treat, or possibly prevent burnout in all
members of the medical community could have a significant impact on patient health and
well-being. Other specialties such as surgeons, emergency medicine physicians, or
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oncologists may experience different levels of burnout and could have different
contributing factors, compared with PCPs. For example, perceived social support could
have a significantly greater impact on burnout symptoms for emergency medicine
physicians, making the results of this study less generalizable to the overall physician
population.
A third limitation of this study is that participants were recruited through limited
social media forums and online sites. Due to the recruitment procedures, all PCPs may
not have had an equal chance to contribute to the study. Some PCPs may not have the
particular social media forum access that was used in this study or may not spend a lot of
time online. This suggests that future studies should target a broader range of social
media forums and websites in order to recruit a greater number of participants. This will
help to ensure that a more representative sample of physicians is obtained.
A fourth and final limitation of this study is the disproportionate representation of
race among physicians. Because 78.3% of the sample consisted of individuals who
identified as Caucasian, there was a significant underrepresentation of minority
physicians who participated in this study. Individuals from different races could have
different perspectives and different ways of dealing with burnout. For example,
physicians who identify as Asian could experience and perceive burnout in a way that is
completely different from a physician who identifies as African American. This suggests
that having a more diverse sample would not only make the results of this study more
generalizable, but it would also shed light on the experiences and on the ways that
different races deal with burnout. In addition, studying different physician racial
populations, as was done in a study completed by Montero-Marin, et al. (2016) in which
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Hispanic physicians were used, could lead to more correlational research in order to
establish whether or not different races experience or perceive burnout differently.
Practical Application of Results
This study has many practical applications for the medical field. Despite being
unable to ascertain whether or not certain factors directly affect burnout, this study does
shed light on an important association of the seriousness and significance of burnout.
With 50% of medical students, 30% to 40% of physicians, and 81.7% of the PCPs in this
study endorsing high levels of burnout, it is safe to state that burnout is a very serious and
prevalent issue in the PCP population (Dyrbye et al., 2008; Wallace et al., 2009).
The results from this study revealed a link between health habits and burnout and
a link between health habits and perceived social support. Because it was beyond the
scope of this study, a clear relationship among all three of the variables could not be
made; however, with further research, additional hypotheses regarding the relationship
could be tested. For example, it would be interesting to examine whether or not
increasing an individual’s perceived social support (friends, family, and significant
others) and his or her engagement in health habits, could also potentially decrease an
individual’s level of burnout.
Having a better and more concrete understanding of the possible variables that
may help combat burnout would be extremely valuable in helping to prepare physicians
for and possibly prevent the symptoms of burnout. In addition, educating medical
students and residents about burnout, the symptoms, and possible mediating factors could
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not only help reduce the level of burnout in future physicians, but could also potentially
help decrease the number of physician suicides each year.
Furthermore, educating current physicians through continuing medical education
(CME) credits could also be a practical application of this study. CME classes could
offer physicians resources when they experience symptoms of burnout, suggest strategies
to help reduce burnout, and instruct them on how to identify burnout symptoms among
fellow physicians.
Finally, the information that was gleaned from this study can be used to help
create intervention programs. It can be used as the focus of educational seminars for
physicians in order to stress the importance of self-care and burnout prevention. In
addition, having these educational seminars for physicians and presenting the results of
this study could possibly help to shift the medical community’s perspective on burnout
and perhaps even equalize the difference in numbers of male physicians and female
physicians among burnout sufferers; reports by Rabatin, et al. (2015) indicated that
female physicians were twice as likely to report burnout, compared with male physicians
(Rabatin, et al., 2015). The one major finding of this study is that the increase in
perceived social support in PCPs is associated with increases in engagement in good
health habits. Despite the limitations of this study, the results provide valuable
information and a starting point to begin designing educational programs, such as CE
workshops and of incorporating into medical students’ curricula, information concerning
the benefits of perceived social support and of practicing positive health behaviors in
order to prevent and possibly alleviate burnout in the PCP community.
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Implication for Future Research
Since the start of this study, there have been a few studies examining burnout in
PCPs (Gregory & Menser, 2015; Rabatin, et al., 2015; Ramirez et al., 1995). One of the
more recent studies, published in 2015, found that a PCP’s workplace was a main factor
in burnout (Gregory & Menser, 2015). They found that PCPs who felt that they had less
control over workplace decisions, that their job demands exceeded their capacity and
resources, and that their personal values contrasted with the values of the organization,
had higher ratings of burnout (Gregory & Menser, 2015). This suggests that having a
greater understanding of PCP practice settings, along with a better understanding of
perceived workplace control, could add a more thorough understanding of the factors that
contribute to burnout in PCPs. Another recent study conducted by Rabatin, et al. (2015)
also found that a PCP’s workplace was a major contributing factor in the development of
burnout (Rabatin, et al., 2015). In light of this newer research, workplace climate and
perceived workplace control are factors that should definitely be researched more fully in
order to see whether or not these factors could be solely responsible for burnout or if
these factors, in conjunction with the factors that were examined in this study, contribute
to the development of burnout.
Another implication for future research is to use this study as the first step in
beginning to study different physician specialties. By examining burnout in different
physician specialties, the medical community will have a better overall understanding of
the factors that are associated with burnout. It may be that all physicians experience the
same few factors that contribute to burnout in the physician population. If that is the
case, that information would contribute to the overall literature on physician burnout and
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would be instrumental in establishing policies, procedures, and preventative measures to
alleviate physician burnout. On the other hand, different physician specialties could
experience burnout due to different factors. Whatever those factors may be, having that
information would be extremely valuable and be instrumental in finding ways to try to
alleviate the symptoms of burnout in those physicians whose practice involves specific
medical specialties.
This study could also be a first step in studying medical students and residents and
their experiences with burnout. Because research indicates that burnout tends to occur
more frequently in younger physicians (Ramirez et al., 1995), it would be extremely
informative to know more about the reasons for this and about the factors involved in
order to prepare budding physicians for the signs and symptoms of burnout during their
medical school years. By teaching medical students about how to identify burnout, about
the factors that cause it and ways to decrease it, these future physicians will be well
informed and be better prepared to take the necessary steps to prevent burnout in the
future.

BURNOUT IN PRIMARY CARE PHYSICIANS

57

References
Alsuwaida, A., AlSharidi, A., AlAnazi, N., AlGhamdi, M., AlMeshal, M., AlJaser, R., ...
& Alkhalaf, A. (2013). Health and well‐being among physicians. Internal
Medicine Journal, 43(12), 1310-1315.
American Medical Association. (1973). The sick physician. Impairment by psychiatric
disorders, including alcoholism and drug dependence. Journal of the American
Medical Association, 223(6), 684-687.
Bakker, A. B., Schaufeli, W. B., Sixma, H. J., & Bosveld, W. (2001). Burnout contagion
among general practitioners. Journal of Social and Clinical Psychology, 20(1),
82-98.
Bakker, A. B., Schaufeli, W. B., Sixma, H. J., Bosveld, W., & Van Dierendonck, D.
(2000). Patient demands, lack of reciprocity, and burnout: A five-year
longitudinal study among general practitioners. Journal of Organizational
Behavior, 21(4), 425-441.
Baruch-Feldman, C., Brondolo, E., Ben-Dayan, D., & Schwartz, J. (2002). Sources of
social support and burnout, job satisfaction, and productivity. Journal of
Occupational Health Psychology, 7(1), 84-93.
Beach, M. C., Roter, D., Korthuis, P. T., Epstein, R. M., Sharp, V., Ratanawongsa, N., ...
& Saha, S. (2013). A multicenter study of physician mindfulness and health care
quality. The Annals of Family Medicine, 11(5), 421-428.

BURNOUT IN PRIMARY CARE PHYSICIANS

58

Cobb, S. (1976). Social support as a moderator of life stress. Psychosomatic Medicine,
38(5), 300-314.
Cohen, S., & Wills, T. A. (1985). Stress, social support, and the buffering hypothesis.
Psychological Bulletin, 98(2), 310-357.
Coombs, R. H., & Fawzy, F. I. (1982). The effect of marital status on stress in medical
school. The American Journal of Psychiatry, 139(11), 1490-1493.
Cropanzano, R., Rupp, D. E., & Byrne, Z. S. (2003). The relationship of emotional
exhaustion to work attitudes, job performance, and organizational citizenship
behaviors. Journal of Applied Psychology, 88(1), 160-169.
Davis-Sacks, M. L., Jayaratne, S., & Chess, W. A. (1985). A comparison of the effects of
social support on the incidence of burnout. Social Work, 30(3), 240-244.
Dill, M. J., & Salsberg, E. S. (2008). The complexities of physician supply and demand:
Projections through 2025. Association of American Medical Colleges.
DiTomasso, R. A. (1997). The Health Adherence Behavior Inventory: HABIT.
Unpublished measure. Philadelphia College of Osteopathic Medicine,
Philadelphia.
DiTomasso, R. A. (2016). The Health Adherence Behavior Inventory: HABIT-Short
form. Unpublished measure. Philadelphia College of Osteopathic Medicine,
Philadelphia.
Duruisseau, S., & Schunke, K. (2007). Physician wellness as constrained by burnout.
Medical Board of California Newsletter, 104(1).

BURNOUT IN PRIMARY CARE PHYSICIANS

59

Dyer, C. (1999). GPs face escalating litigation. British Medical Journal, 318, 830-837.
Dyrbye, L. N., Thomas, M. R., Massie, F. S., Power, D. V., Eacker, A., Harper, W., ... &
Shanafelt, T. D. (2008). Burnout and suicidal ideation among US medical
students. Annals of Internal Medicine, 149(5), 334-341.
Feller, D.B., & Hatch, R.L. (2004). Do physicians take care of their health?. Psychiatric
Annals, 34(10), 762-768.
Field, A. (2009). Discovering statistics using SPSS (2nd ed.).Thousand Oaks, CA: Sage.
Folkman, S., & Lazarus, R. S. (1985). If it changes it must be a process: Study of emotion
and coping during three stages of a college examination. Journal of Personality
and Social Psychology, 48(1), 150.
Folkman, S., Lazarus, R. S., Dunkel-Schetter, C., DeLongis, A., & Gruen, R. J. (1986).
Dynamics of a stressful encounter: Cognitive appraisal, coping, and encounter
outcomes. Journal of Personality and Social Psychology, 50(5), 992.
Fortney, L., Luchterhand, C., Zakletskaia, L., Zgierska, A., & Rakel, D. (2013).
Abbreviated mindfulness intervention for job satisfaction, quality of life, and
compassion in primary care clinicians: A pilot study. The Annals of Family
Medicine, 11(5), 412-420.
Gabbard, G. O., & Menninger, R. W. (1989). The psychology of postponement in the
medical marriage. Journal of the American Medical Association, 261(16), 23782381.

BURNOUT IN PRIMARY CARE PHYSICIANS

60

Gabbard, G. O., Menninger, R. W., & Coyne, L. (1987). Sources of conflict in the
medical marriage. The American Journal of Psychiatry, 144(5), 567-572.
Glick, I. D., & Borus, J. F. (1984). Marital and family therapy for troubled physicians and
their families: A bridge over troubled waters. Journal of the American Medical
Association, 251(14), 1855-1858.
Gregory, S. T., Menser, T., & Beer, R. R. (2015). Burnout among primary care
physicians: A test of the areas of worklife model. Journal of Healthcare
Management, 60(2), 133.
Gundersen, L. (2001). Physician burnout. Annals of Internal Medicine, 135(2), 145-148.
Halbesleben, J. R. (2006). Sources of social support and burnout: A meta-analytic test of
the conservation of resources model. Journal of Applied Psychology, 91(5), 11341145.
Halbesleben, J. R., & Buckley, M. R. (2004). Burnout in organizational life. Journal of
Management, 30(6), 859-879.
Halbesleben, J. R., & Rathert, C. (2008). Linking physician burnout and patient
outcomes: Exploring the dyadic relationship between physicians and patients.
Health Care Management Review, 33(1), 29-39.
Henry, J. (2004). OMA membership survey results confirm overwhelming level of
frustration among Ontario physicians. Ontario Medical Review, 71, 1-6.
Houkes, I., Winants, Y., Twellaar, M., & Verdonk, P. (2011). Development of burnout
over time and the causal order of the three dimensions of burnout among male and
female GPs. A three-wave panel study. BMC Public Health, 11(1), 240-252.

BURNOUT IN PRIMARY CARE PHYSICIANS

61

Jennings, M. L. (2009). Medical student burnout: Interdisciplinary exploration and
analysis. Journal of Medical Humanities, 30(4), 253-269.
Keeton, K., Fenner, D. E., Johnson, T. R., & Hayward, R. A. (2007). Predictors of
physician career satisfaction, work–life balance, and burnout. Obstetrics &
Gynecology, 109(4), 949-955.
Kushnir, T., Cohen, A. H., & Kitai, E. (2000). Continuing medical education and primary
physicians’ job stress, burnout and dissatisfaction. Medical Education, 34(6), 430436.
Langballe, E. M., Innstrand, S. T., Aasland, O. G., & Falkum, E. (2011). The predictive
value of individual factors, work‐related factors, and work–home interaction on
burnout in female and male physicians: A longitudinal study. Stress and Health,
27(1), 73-87.
Lee, F. J., Stewart, M., & Brown, J. B. (2008). Stress, burnout, and strategies for reducing
them: What’s the situation among Canadian family physicians?. Canadian Family
Physician, 54(2), 234-235.
Lemaire, J. B., & Wallace, J. E. (2010). Not all coping strategies are created equal: A
mixed methods study exploring physicians' self reported coping strategies. BMC
Health Services Research, 10(1), 208-218.
Lemaire, J. B., Wallace, J. E., Dinsmore, K., Lewin, A. M., Ghali, W. A., & Roberts, D.
(2010). Physician nutrition and cognition during work hours: Effect of a nutrition
based intervention. BMC Health Services Research, 10(1), 241-250.
Linn, L. S., Cope, D., Leake, B., & Yager, J. (1986). Health habits and coping behaviors
among practicing physicians. Western Journal of Medicine, 144(4), 484-489.

BURNOUT IN PRIMARY CARE PHYSICIANS

62

Long, B. J., Calfas, K. J., Wooten, W., Sallis, J. F., Patrick, K., Goldstein, M., ... &
Heath, G. (1996). A multisite field test of the acceptability of physical activity
counseling in primary care: Project PACE. American Journal of Preventive
Medicine.
Lyndon, A. (2014). High rates of medical resident suicides: “We know how to kill
ourselves.” Retrieved from http://www.physiciansnews.com/2014/11/04/highrates-of-medical-resident-suicides-we-know-how-to-kill-ourselves/
Maslach, C., & Jackson, S. E. (1981). The measurement of experienced burnout. Journal
of Organizational Behavior, 2(2), 99-113.
Maslach, C. (1982). Burnout: The cost of caring. Englewood Cliffs, NJ: Prentice Hall.
Maslach, C. & Jackson, S.E. (1986). Maslach Burnout Inventory: Second Edition. Palo
Alto, CA: Consulting Psychologists Press.
Maslach, C., Jackson, S.E., & Leiter, M. P. (1996) Maslach Burnout Inventory Manual:
Third Edition. Palo Alto, CA: Consulting Psychologists Press.
Maslach, C., Schaufeli, W. B., & Leiter, M. P. (2001). Job burnout. Annual Review of
Psychology, 52(1), 397-422.
McMurray, J. E., Linzer, M., Konrad, T. R., Douglas, J., Shugerman, R., & Nelson, K.
(2000). The work lives of women physicians. Journal of General Internal
Medicine, 15(6), 372-380.
Merritt Hawkins. (2010) 2014 Survey of America’s Physicians. Available at:
http://www.physiciansfoundation.org/uploads/default/2014_Physicians_Foundatio
n_Biennial_Physician_Survey_Report.pdf. Accessed February 1, 2015.

BURNOUT IN PRIMARY CARE PHYSICIANS

63

Montero-Marin, J., Zubiaga, F., Cereceda, M., Demarzo, M. M. P., Trenc, P., & GarciaCampayo, J. (2016). Burnout subtypes and absence of self-compassion in primary
healthcare professionals: A cross-sectional study. PLOS One, 11(6), 1-17.
Montgomery, A. J., Bradley, C., Rochfort, A., & Panagopoulou, E. (2011). A review of
self-medication in physicians and medical students. Occupational Medicine,
61(7), 490-497.
Parke, D. E. (2004). Development and validation of an instrument to predict
nonadherence
to medical treatment regimens. Unpublished doctoral dissertation. Philadelphia
College of Osteopathic Medicine, Philadelphia.
Peckham, C. (2015). Physician Burnout: It Just Keeps Getting Worse. Retrieved from
http://www.medscape.com/viewarticle/838437
Rabatin, J., Williams, E., Manwell, L. B., Schwartz, M. D., Brown, R. L., & Linzer, M.
(2015). Predictors and outcomes of burnout in primary care physicians. Journal of
Primary Care & Community Health, 7(1), 41-43.
Ramirez, A. J., Graham, J., Richards, M. A., Cull, A., Gregory, W. M., Leaning, M. S., ...
& Timothy, A. R. (1995). Burnout and psychiatric disorder among cancer
clinicians. British Journal of Cancer, 71(6), 1263-1269.
Ratanawongsa, N., Roter, D., Beach, M. C., Laird, S. L., Larson, S. M., Carson, K. A., &
Cooper, L. A. (2008). Physician burnout and patient-physician communication
during primary care encounters. Journal of General Internal Medicine, 23(10),
1581-1588.

BURNOUT IN PRIMARY CARE PHYSICIANS

64

Schernhammer, E. (2005). Taking their own lives—the high rate of physician suicide.
New England Journal of Medicine, 352(24), 2473-2476.
Schernhammer, E. S., & Colditz, G. A. (2004). Suicide rates among physicians: A
quantitative and gender assessment (meta-analysis). American Journal of
Psychiatry, 161(12), 2295-2302.
Shanafelt, T. D., Sloan, J. A., & Habermann, T. M. (2003). The well-being of physicians.
The American Journal of Medicine, 114(6), 513-519.
Shanafelt, T. D., Boone, S., Tan, L., Dyrbye, L. N., Sotile, W., Satele, D., ... &
Oreskovich, M. R. (2012). Burnout and satisfaction with work-life balance among
US physicians relative to the general US population. Archives of Internal
Medicine, 172(18), 1377-1385.
Shapiro, S. L., Astin, J. A., Bishop, S. R., & Cordova, M. (2005). Mindfulness-based
stress reduction for health care professionals: Results from a randomized trial.
International Journal of Stress Management, 12(2), 164-176.
Shin, H., Park, Y. M., Ying, J. Y., Kim, B., Noh, H., & Lee, S. M. (2014). Relationships
between coping strategies and burnout symptoms: A meta-analytic approach.
Professional Psychology: Research and Practice, 45(1), 44-56.
Shumaker, S. A., & Brownell, A. (1984). Toward a theory of social support: Closing
conceptual gaps. Journal of Social Issues, 40(4), 11-36.

BURNOUT IN PRIMARY CARE PHYSICIANS

65

Sime, W. E., Quick, J. C., Saleh, K. J., & Martin, W. (2007). Critical decisions, trauma,
and burnout in medicine: A stress management challenge to physician well-being.
Biofeedback, 35(3), 95-100.
Sullivan, P., & Buske, L. (1998). Results from CMA's huge 1998 physician survey point
to a dispirited profession. Canadian Medical Association Journal, 159(5), 525528.
Uallachain, G. N. (2007). Attitudes towards self-health care: A survey of GP trainees.
Irish Medical Journal, 100(6), 489-491.
Van Ham, I., Verhoeven, A. A., Groenier, K. H., Groothoff, J. W., & De Haan, J. (2006).
Job satisfaction among general practitioners: A systematic literature review.
European Journal of General Practice, 12(4), 174-180.
Wallace, J. E., Lemaire, J. B., & Ghali, W. A. (2009). Physician wellness: A missing
quality indicator. The Lancet, 374(9702), 1714-1721.
Wells, K. B., Lewis, C. E., Leake, B., & Ware, J. E. (1984). Do physicians preach what
they practice?: A study of physicians' health habits and counseling practices.
Journal of the American Medical Association, 252(20), 2846-2848.
Williams, E. S., Konrad, T. R., Linzer, M., McMurray, J., Pathman, D. E., Gerrity, M., ...
& Douglas, J. (2002). Physician, practice, and patient characteristics related to
primary care physician physical and mental health: Results from the physician
worklife study. Health Services Research-Chicago, 37(1), 121-144.

BURNOUT IN PRIMARY CARE PHYSICIANS

66

Wright, T. A., & Cropanzano, R. (1998). Emotional exhaustion as a predictor of job
performance and voluntary turnover. Journal of Applied Psychology, 83(3), 486493.
Zimet, G. D., Dahlem, N. W., Zimet, S. G., & Farley, G. K. (1988). The
multidimensional scale of perceived social support. Journal of Personality
Assessment, 52(1), 30-41.

